Introduction
We describe two patients who presented with symptoms consistent with posterior circulation stroke and the prominent clinical feature of headache. Neuroimaging confirmed ischemic infarction of the posterior circulation, as seen on diffusion-weighted sequences on magnetic resonance imaging (MRI). Both patients had normal ESR on presentation and were ultimately diagnosed with Giant Cell Arteritis (GCA) via temporal artery biopsy (TAB); both responded well to oral steroids with resolution of symptoms once treatment was initiated.
Case 1
The patient is an 83-year-old male with hypertension, polycythemia, benign prostatic hypertrophy and macular degeneration who presented with a four-day history of persistent headache along with episodic vertigo, gait ataxia, falls, left sided facial/tongue numbness and dysarthria. Patient endorsed persistent pain over his left eye with associated frontal headache.
He denied jaw claudication, scalp tenderness or myalgias.
Neurological exam revealed altered pinprick sensation in the left face and left hand, along with tremor in the right arm and an ataxic gait. Vision was compromised secondary to macular degeneration. Strength was intact. Laboratory studies revealed elevated hemoglobin of 19, hematocrit of 56 along with LDL of 149 and hemoglobin A1c of 6.0.
Non-contrast head CT was normal. MRI brain showed two areas of abnormal diffusion restriction in the left posterior parietal lobe and the right cerebellar hemisphere; areas were consistent with acute infarct (Figure 1 The patient had persistent headache and constant pain over his left eye/temporal area. Temporal pulses were asymmetric, and the concern was ultimately raised for temporal arteritis in the setting of known posterior circulation stroke. ESR was obtained and found to be normal. Based on persistent headache and suspicion for GCA, patient was started on prednisone 60 mg daily, which immediately resolved the headache symptoms. A temporal artery biopsy was obtained soon after, with pathology consistent with intimal and medial scarring with chronic inflammation, findings histologically compatible with temporal arteritis.
Case 2
The patient is a 66-year-old male with hypertension, 
Discussion
Previous studies have shown that approximately 4-6% of patients with GCA experience transient ischemic attack (TIA) or stroke at some point during their illness [1] [2] [3] [4] . Retrospective review has also determined that as many as 22.5% of patients with GCA do not have elevated ESR at time of presentation or diagnosis [5] .
Medicine still lacks a reliable biomarker or clinical manifestation to enable reliable identification, selection and early detection of those patients who are at elevated risk to develop brain infarction in the setting of GCA [6] .
TAB would be specifically warranted in older patients with known posterior circulation stroke and severe headache of unknown cause. According to recent literature reviews, patients manifesting vision loss have an increased risk of stroke [7, 8] . The mechanism of GCA and posterior circulation stroke is reminiscent of the relationship between anterior circulation stroke and arteritis of cerebral vessels. GCA most commonly affects the tissues of the vertebral arteries more than the internal carotid arteries, especially the extradural portion, due to increased density of elastic tissue [9] . Without biopsy as supportive evidence, it can be difficult to commit to temporal arteritis as the primary etiology of stroke, thus missing an important and treatable disease process.
Conclusion

